###### Strengths and limitations of this study

-   By using a multi-method study, an under investigated area in the field of patient safety and quality of care was explored: positive moments in healthcare and its impact on patient, family and healthcare professionals.

-   Based on 120 interviews, 3 focus groups and 1 consensus meeting, a framework for Mangomoments was developed.

-   Peer debriefing, data and investigator triangulation promote the validity and credibility of the study, but a member check was not conducted.

-   A heterogeneous sample of family, patients, healthcare professionals, management and healthcare policymakers shared a large number of positive stories that helped define Mangomoments, but further research must include neutral and opposite views towards this concept.

-   Mangomoments may be influenced by culture, therefore additional studies in other settings should be initiated to understand possible differences between various types of patient groups.

Introduction {#s1}
============

Healthcare quality and safety research mainly focusses on negative aspects. Recently the Safety II concept was introduced to shift the focus to learning from positive processes.[@R1] Attention should not only be given to positive processes to make healthcare safer, but maybe we also need to further understand the impact of positive experiences such as a hug, laugh or even a small moment of positive emotion. These micromoments of positive resonance, as defined by Fredrickson (2013) and Pronovost (2016) might give people the essential daily nutrients besides healthy food.[@R2] In 2018 the Mangomoment concept was introduced and was defined as 'small unexpected acts or gestures, which are of great value in the care experience of patients, residents, families and healthcare professionals. They take place during normal care activities and require nearly no additional resources, time or energy.'[@R4] Mangomoments are different from events like Make-a-Wish or visits by celebrities to children's hospitals.[@R4] Although the concept has been defined and is taken to heart by many healthcare organisations, the impact stays unclear.

In this study we want to (1) understand how the Mangomoment concept is translated into practice. Next, we want to (2) understand what preconditions are needed to establish Mangomoments and (3) evaluate the impact of Mangomoments on patients, their family and on healthcare professionals.

Methods {#s2}
=======

Participant recruitment and data collection {#s2-1}
-------------------------------------------

A four phase multi-method design was used in a multicentre setting. [Figure 1](#F1){ref-type="fig"} demonstrates an overview of the research project. The first part of this study is related to understand how the Mangomoment concept is translated into practice. Therefore, a media campaign was launched and Mangomoments were collected via the Mangomoment website ([www.mangomoment.org](www.mangomoment.org)). Respondents could share their Mangomoment story anonymous or share their demographic data (type of organisation, Mangomoment shared by patient/family or healthcare professional, gender, year of birth, level of education, professional status, home status, oncological care setting or not). They could also mention if they agreed to be contacted for an interview and/or next steps of the study. Data were collected between March 2017 and August 2018. Stories were not selected if they were unclear and included limited information or when the act or gesture was not possible during normal care activities (for example, organising a wedding for a palliative patient).

![Overview of the research project.](bmjopen-2019-034543f01){#F1}

The second part of our research is related to (1) understanding the preconditions of Mangomoments and (2) evaluating the impact of Mangomoments on patients, family and healthcare professionals. This part contains three phases. In the first phase, respondents who shared a Mangomoment were contacted. Inclusion criteria were, based on information from phase one: (1) gave written consent to be interviewed, (2) shared all demographic variables and (3) submitted a story that met the definition of a Mangomoment. Respondents were then selected purposefully in order to enhance information richness. Cases with a wide range of variation were sought: variation in demographics, variation in dimensions of patient-centred care and information-rich cases. Interviews were performed with patients, family and healthcare professionals in both oncological and non-oncological care processes in hospital setting and primary care. Data were collected and audio-recorded between August 2017 and August 2018 via semi-structured interviews in person or by video call using Skype or FaceTime. Interviews in person took place at a location chosen by the respondent. The interview guide consisted of open-ended questions covering following topics: (1) Why did that specific Mangomoment give you a good feeling, why did it happen?, (2) What was the impact on yourself? (3) What was the impact on the patient-family-professional relation?, and (4) Are there contextual factors or preconditions which will influence the prevalence of Mangomoments? Field notes were taken during the interviews and discussed within the research team. During weekly peer debriefing meetings, saturation was evaluated and there was consensus that 'data saturation' was achieved after 106 interviews since new data repeated what was expressed in previous data.[@R5] Although saturation was reached, 14 additional interviews were performed as they were already scheduled and the team did not want to disappoint the interviewees. No new insights emerged from that data. In a next phase, three focus groups, each with patients, family and healthcare professionals, were performed in June 2018. A total of 35 persons participated. During these focus groups, the preconditions were further explored. Also the relevance, the feasibility, the facilitators and barriers and the role of management in healthcare organisations was discussed. In the third and last phase, a multi-stakeholder consensus meeting to validate the results of the interviews and focus groups, was performed. This consensus meeting aimed to put the results of the previous phases in a broader context of quality management. The participants to the consensus meeting were patients, family, healthcare professionals, management and healthcare policymakers.

Data analysis {#s2-2}
-------------

First, in order to understand how Mangomoments were translated into practice all Mangomoment stories and demographic variables of the respondents were collected in an Excel file. In total 1045 stories were collected of which 983 were defined as Mangomoments. These 983 stories were classified in seven pre-existing categories. These categories are based on the well-known dimensions of patient-centred care which are defined by researchers from Harvard Medical School, on behalf of the Picker Institute and The Commonwealth Fund: (1) respect for patients' values, preferences and expressed needs; (2) emotional support; (3) involvement by family and friends; (4) physical comfort; (5) coordination of care activities; (6) care from volunteers; and (7) information, communication and teaching.[@R6] [Online supplementary appendix 1](#SP1){ref-type="supplementary-material"} demonstrates examples of Mangomoments per category.
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Second, in order to understand the preconditions and impact of Mangomoments 120 interviews, 3 focus groups and a multi-stakeholder consensus meeting were conducted. The interviews and group meetings were audiotaped and both descriptive and reflective field notes were taken. Descriptive notes included observational information about the context and the non-verbal actions. This type of notes contributed to thick description and ensured that the interviewer captured the key information. The reflective notes included methodological notes (eg, thoughts about an approach that did (not) work) and theoretical notes as a starting point for subsequent analysis.

In order to familiarise with the data, audiotapes were listened to by the members of the research team. To ensure investigator triangulation, a team of researchers, experienced researchers and interviewers, was involved. Five experienced researchers, each with a different background, headed the research team. Three of them are full/associate professors (one of them has clinical experience as a urologist) and two of them hold a MSc degree. All of them are international experts in the field of healthcare quality. The interview analysis team was multidisciplinary and consisted of six persons: three senior researchers (two women and one man, all with a MSc and PhD degree) with experience in healthcare quality, two junior researchers (both women; a nurse and a physiotherapist; both with a MSc degree) and the principal interviewer (woman, MSc degree) with 17 years of clinical experience as a (head) nurse and night supervisor at intensive care in a university hospital. Everyone followed training and had experience with qualitative research. There was no relationship established with interviewees prior to study commencement. Respondents received information about the study in advance. Before the interview the interviewer introduced himself or herself.

Important quotes were transcribed ad verbatim. Field notes and quotes were managed and analysed in NVivo software (QSR international, Durham, UK).

In accordance with the guidelines described by the Qualitative Analysis Guide of Leuven (QUAGOL) method,[@R7] open coding was used to identify themes based on the respondents' own words. The coding process consisted of two steps. In the first step paper and pencil were used to develop a list of meaningful concepts. In the second step, the actual coding process took place. Coding software was used to ensure a systematic and repeatable analysis of the concepts based on the data, ending with an empirically based description of the results (which was the basis of the Mangomoment model).

During the data collection period, weekly peer debriefing meetings were organised to discuss field notes and quotes within the research team. Guided by an iterative process, theoretical notes were made and themes and subthemes were defined.

All the respondents gave written informed consent to participate.

Patient and public involvement {#s2-3}
------------------------------

Patients and healthcare professionals were involved in this project.

Results {#s3}
=======

Understanding how Mangomoments are translated into practice {#s3-1}
-----------------------------------------------------------

In total, 1045 stories were collected via the Mangomoment website. Based on the definition 983 (94%) were defined as Mangomoment. They were shared by 620 respondents of which 308 were patients (235 oncological patients and 73 non-oncological patients), 76 were family (55 shared a Mangomoment related to an oncological care process) and 236 were healthcare professionals.

[Figure 2](#F2){ref-type="fig"} demonstrates an overview of the classification of Mangomoments for healthcare professionals, patient/family for oncological and non-oncological Mangomoments. Mangomoments are mainly classified in the dimensions 'Respect for values, preferences and needs' (38%) and 'Emotional support' (18%). The third most common dimension in the group of patients and family is 'Involvement by family and friends' (15%). This was higher in oncological Mangomoments (17%) compared with non-oncological Mangomoments (7%). While the dimension 'Physical comfort' was higher in non-oncological Mangomoments (13%) compared with oncological Mangomoments (7%). The dimension 'Physical comfort' is also the third most common dimension in the group of the healthcare professionals (13%). See [Online supplementary appendix 1](#SP1){ref-type="supplementary-material"} for examples of Mangomoment stories.

![Overview of the dimensions of Mangomoments.](bmjopen-2019-034543f02){#F2}

Understanding the preconditions and impact of Mangomoments on patient, family and healthcare professionals: Mangomoment model {#s3-2}
-----------------------------------------------------------------------------------------------------------------------------

The Mangomoment model is based on the results of 120 semi-structured interviews, 3 focus groups and 1 multi-stakeholder consensus meeting. Three hundred and fifty-one respondents, who shared a Mangomoment, gave consent to meet the researchers for an interview and 176 respondents were contacted and 120 interviewed (response rate 68%). Details of the participants in interviews, focus groups and consensus meeting are shown in [table 1](#T1){ref-type="table"}.

###### 

Overview of the respondents in the interviews, focus groups and consensus meeting

                             Interviews (n=120)   Focus groups (n=35)   Consensus meeting (n=23)
  -------------------------- -------------------- --------------------- --------------------------
  Patients                   67                   6                     4
  Family                     18                   2                     1
  Healthcare professionals   35                   16                    6
  Managers                   0                    11                    7
  Researchers                0                    0                     4
  Policymakers               0                    0                     1

The Mangomoment model consists of several parts: (1) preconditions ([figure 3](#F3){ref-type="fig"}, green), (2) catalysts that lead to Mangomoments ([figure 3](#F3){ref-type="fig"}, blue), (3) the Mangomoment itself, (4) aspects on which the Mangomoments have an impact on ([figure 3](#F3){ref-type="fig"}, yellow) and (5) the overall result ([figure 3](#F3){ref-type="fig"}, red). [Online supplementary appendix 2](#SP2){ref-type="supplementary-material"} shows two quotes per construct of the Mangomoment model.
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### Preconditions {#s3-2-1}

Based on the data from the interviews and focus groups, it seems like a number of preconditions need to be met before a Mangomoment can be created (see [figure 3](#F3){ref-type="fig"}, green).

#### ​Preconditions for patient/family {#s3-2-1-1}

The data revealed that patients and family need to be open to others and aware of the timing. When patients/families are not open to acts from others, it will be hard to establish a Mangomoment, or it will have less impact. Timing is important as kind gestures will not be appreciated at all times. Next, two types of boundaries emerged from the data. First, there are limitations to what a patient can reasonably 'expect', because a Mangomoment is about small and unexpected things such as a pat on the back or a wink. Second, healthcare professionals seem to be limited by their own professional boundaries, that arise from their own values and norms. Not all healthcare professionals will be able to, or want to, look for a personal connection with a patient or family member. It is important that patients and family respect this.

#### ​Preconditions for healthcare professionals {#s3-2-1-2}

The data offered insights into the general preconditions that need to be taken into account by the healthcare professional. First, they cannot do harm to a patient as Mangomoments must be in line with safety standards. This might seem obvious, but sometimes a healthcare professional can be tempted to perform an unsafe act to please a patient (eg, giving something to eat to a patient who has not been fed orally for a long time). A second precondition is that healthcare professionals should meet professional requirements, so that they provide excellent clinical care at all times. A third precondition is that the delivered care always has to correspond to the needs, expectations and wishes of the patients. In other words, the care needs to be customised. The fourth precondition is about personal leadership. Healthcare professionals who make the effort to create a Mangomoment are often driven by their personal leadership. Such healthcare professionals can show their clinical leadership as an authentic act to enhance patient-centred care and often model exemplary behaviour within the team.

The data also showed that there are more specific preconditions of which healthcare professionals should be aware. The 'What Matters to You?' (WMTY) principle is suggested as a fifth precondition to offer Mangomoments. WMTY is based on the awareness of the importance to act open-hearted and open-minded in relationship with patients. Knowing what is important to a patient or a family member, for example, by just asking, is of paramount importance.[@R8] The sixth precondition is about communication style. The data revealed that both verbal and non-verbal communication need continuous attention so that healthcare professionals can listen carefully and respond appropriately. Seventh, the study showed that one can switch on a 'Mangomoment radar'. At such moments, professionals are open to inspiration from colleagues. Being open to learn from experiences from others can enhance their own Mangomoment capability and creativity. Respect for one's own boundaries to avoid that the healthcare professional himself becomes too personally involved is the eighth precondition. Finally, healthcare professionals will only offer that little extra if they feel good about themselves, or if they have enough space in their hearts and minds. Self-care is not selfish and only healthy healthcare providers will be able to provide authentic Mangomoments.

#### ​Preconditions for organisations/leadership {#s3-2-1-3}

For the realisation of Mangomoments, it is important that the healthcare professional and teams have the opportunities to realise them. First, management support seems to be indispensable. The management should support healthcare opportunities and innovations to enhance patient-centred care and adapt care to correspond fully to the needs of patients and family. Second, training and education on patient-centred care and positive resonance (where, for example, Mangomoment stories can be shared) should be part of basic and continuous education so that healthcare professionals can acquire competencies to offer Mangomoments. Third, integration of Mangomoments in daily practice is, according to several respondents, something to strive for. The management and board must set an example and must include Mangomoments in their vision, attitude and behaviour. Finally, according to the data sharing and measuring valuable positive experiences can lead to inspiration and practical advice within teams and organisations to enhance the likelihood of Mangomoments in the daily practice.

### Catalysts {#s3-2-2}

Catalysts act between the preconditions and the Mangomoment itself and are circumstances that increase the likelihood of a Mangomoment (see [figure 3](#F3){ref-type="fig"}, blue).

#### ​Personality of patient/family {#s3-2-2-1}

The data shows that positive personality traits of the patient or family enhance the willingness of the healthcare provider to do additional things for that patient.

#### ​Authenticity of healthcare professional {#s3-2-2-2}

The results indicate that the personality and the authenticity of healthcare professionals influence how small acts or gestures are received by patients and their family. This authenticity is evaluated by patients based on the provider's overall attitude, kindness and honesty.

#### ​Culture of the organisation {#s3-2-2-3}

The organisational culture plays an important role in the realisation of Mangomoments. This is rooted in the values and norms of the teams, leadership and the overall atmosphere in the organisation.

Impact of Mangomoments (see [figure 3](#F3){ref-type="fig"}, Yellow)

#### ​On patient/family {#s3-2-2-4}

The data showed clearly that Mangomoments lead to a positive experience and satisfaction. They are seen as a moment of pleasure which positively influences patients' view on the provided care. Also, patients tend to feel more motived to follow and comply with the therapy. A Mangomoment can regain the spirit of life and hereby can have a positive perception on the healing process. Several respondents stated that such small gestures gave them the energy to keep going.

#### ​Positive resonance {#s3-2-2-5}

Respondents also indicated a real connection or 'positive resonance' with a healthcare professional who offered them a Mangomoment. Such a positive chemistry leads to a trusting bond and a higher tolerance during more negative experiences in the care relation. Also a more open communication, for example, about doubts and trust, enhances the psychological safety and safety climate.

#### ​On healthcare professional {#s3-2-2-6}

Respondents indicated that Mangomoments can have a positive effect on their work and experience. According to the data, Mangomoments might lead to personal accomplishment and anti-burnout. Healthcare professional derive satisfaction from their job, which results in more positive energy. This helps them to focus on their work with greater passion. Also joy in work was positively influenced through the creation of Mangomoments. Mangomoments gave professionals a good feeling and an added value to their job (eg, 'This is what we do it for' or 'This goes right to the heart of why we opted for a career in healthcare'). They could share these Mangomoments with colleagues, inspire them and increase their collaboration and camaraderie. Healthcare professionals and patients report that when Mangomoments are shared within the team, and certainly when you're collaborating to create them, there is an impact on the team atmosphere as it creates or keeps a positive group dynamic.

### Loyalty {#s3-2-3}

In general, Mangomoments increase the loyalty to the organisation. Patients describe that, because of Mangomoments, they tend to come back to receive care in this healthcare organisation and team. Also, healthcare professionals report that they have more feelings of personal accomplishments and joy in work, they will stay more loyal to their organisation. These results suggest that patients and healthcare professionals will become and/or stay ambassadors (see [figure 3](#F3){ref-type="fig"}, red).

Discussion {#s4}
==========

In this multicentre multi-method study, 1045 stories were collected of which 94% were defined as Mangomoments. Mangomoments are the small unexpected acts or gestures, which are of great value in the care experience of patients, residents, families and healthcare professionals. They take place during normal care activities and ask nearly no additional resources, time or energy. Most Mangomoments were included within the dimension 'Respect for values, preferences and needs'. To understand how and when Mangomoments are established and the impact of Mangomoment on patient, family and healthcare professional, 120 semi-structured interviews with patients, families and healthcare providers, 3 focus group meetings and 1 consensus meeting were conducted. From this, the Mangomoment model was developed. Mangomoments have certain preconditions. Catalysts act between these preconditions and the Mangomoment itself. When a Mangomoment happens, it can lead to positive experiences for the patient and the family, for the healthcare professional and for the relation between the patient/family and the professional. The model concludes that the overall outcome of Mangomoments is the loyalty of the patient and family to the healthcare provider and the organisation and of the healthcare professionals to their employer.

Even though Mangomoment was described by a definition and further explained in the Mangomoment model, we noticed that the concept is sometimes confused with patient-centred care. Both concepts clearly differ, but they are interrelated in the sense that Mangomoments are facilitated by a patient-centred culture. Moreover, they give expression to patient-centredness. Not by relying on complex methods, but in a way that can be effortlessly integrated into daily care. Still, there is one clear distinction between both concepts. Patient-centred care is a concept which starts from the perspective of the healthcare professional taking into account the preferences, values and norms of a patient,[@R9] whereas Mangomoments can be established in different types of relationships from several perspectives (healthcare professional, patient and management).

Although Mangomoments might not be something spectacular or new, our findings and the energy this study produced in at least 50 healthcare organisations and 30 patient associations in Belgium and The Netherlands, was surprising. Healthcare professionals were enthusiastic for the positive attention to the positive energy for their positive work. They felt that too much attention is given to adverse events and boreout and burnout problems. Therefore this positive project was warmly embraced by clinicians, managers and by (social) media.

The question remains if Mangomoments are the 'cherry on the cake' or are one of the fundaments to provide high quality and safe care. In 2011, the Institute for Healthcare Improvement described a model to improve the experiences of patients and their family during hospitalisation. This model contains following five drivers to achieve an exceptional patient and family inpatient hospital experience: (1) Leadership; the culture in the organisation, across the different levels, embraces patient-centred and family-centred care. (2) Heart and minds of the healthcare professional is fully engaged. (3) Respectful partnership, which included that there is a respectful relationship with the patients and they anticipate and respond to patient and family needs. (4) Reliable, quality care is 24/7 available. (5) Evidence-based care is delivered to the patient.[@R10] In its work on healthcare improvement across the globe, the Institute for Healthcare Improvement and other global leaders have promoted patient-centredness as a cornerstone of improvement and leadership, one of the six Institute of Medicine domains of healthcare quality,[@R11] clearly interconnected with dignity and joy in work.[@R12] These are concepts and practices that closely connect with values of love, equity, trust and courage. Furthermore, these concepts have a mutually beneficial and reinforcing positive effect for patients and healthcare professionals. We have learnt that in leadership it takes courage to let go, to share or cede control to those we serve, and to include patient-centredness and partnership into daily practice in healthcare. And the evidence for leaders is clear: compassion in care is improving patient experiences, decreasing medical errors and is a powerful tool to decreasing costs in healthcare---a sure path to achieving the Triple Aim.[@R13] Mangomoments with their impact on both patients or family and the healthcare professionals can hereby help to enlarge the triple to the quadruple aim, where care for the care provider is the fourth dimension.[@R15]

In this study an under investigated area in the field of patient safety and quality of care is explored: positive moments in healthcare and its impact on patient, family and healthcare professionals. A limitation is that the researchers did not conduct a member check and that the interviews were not transcribed verbatim, but triangulation methods and peer debriefing with multiple researchers promote validity and credibility of the data. Further research and implementation projects will be launched to further understand the Mangomoment model. The validity of the Mangomoment model will be cross-validated in other cultural contexts. Also, differences between various types of patient groups can help to understand the preconditions and effects. A point of attention is to include neutral and opposite views in follow-up research. Further research should focus on the development of surveys and indicators to follow-up this aspect of person-centred care and benchmark the level of Mangomoment-readiness of teams and organisations. The constructs in the Mangomoment model can be used to develop such surveys. Variation within and between healthcare teams and organisations can help leaders and policymakers to enhance person-centred care initiatives.

Although the six quality dimensions remain a global paradigm, the 'patient' centred dimension was recently redefined into 'person' centred.[@R16] Mangomoments are totally in line with this broadening of this concept. If we want to enhance quality and safety, respect toward the patient as a whole person is not the cherry on the cake but the basic fundament that guides every individual act or procedure we perform as a healthcare professional, manager or policymaker. The Mangomoment model explains that optimal collaboration between the triad of patients and family, healthcare professionals and managers and policymakers, is the only way forward. Under these circumstances one can provide an exceptional experience of person-centred care.

Conclusion {#s5}
==========

Mangomoments are mainly focussed on respecting values, preferences and needs of individual patients. They can have a positive impact but preconditions should be met and there are important influential catalysts on an individual and organisational level to have their influence. Mangomoments can have a positive impact on patients and family but also on the joy in work of healthcare professionals. Satisfied patients and happy workers will stay loyal to their healthcare organisation. As Mangomoments have the capability to enhance both aspects, maybe Mangomoments can help us to make healthcare a little sweeter.
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